changes in the left lower lobe. X-ray of the spine showed sclerotic lesions in D8 and several lumbar vertebrae and he received radiotherapy to the dorsolumbar spine, with considerable pain relief. His prednisolone had been reduced in dosage to 20 mg daily. His muscle power was now MRC 4/5 in all groups but he still had difficulty rising unaided from a chair.
Over the next two months his general condition deteriorated and he died. Post-mortem examination was not undertaken.
Discussion
Dermatomyositis is an inflammatory myopathy characterized by symmetrical progressive muscle weakness and typical cutaneous lesions (Callen 1981) . The reported prevalence of malignancy in adults with dermatomyositis has varied from 15% to 50% (Barnes 1976 , Callen et al. 1980 , Callen 1982 , but using the more stringent criteria of Bohan & Peter (1975) the true figure is probably between 20% and 30% (Callen 1982) . Dermatomyositis associated with oesophageal carcinoma appears to have been recorded only rarely in large reviews (Barnes 1976 ) and a small number of individual cases have been reported but none in English (Lombardo & Ferrari 1968 , Gautier et al. 1969 , Francois et at. 1973 , Cayla et al. 1981 ). Oesophageal carcinoma is relatively uncommon, constituting approximately 3% of all malignancies (Deeley & Sapsford 1982) , which may, in part, account for the paucity of reports of oesophageal carcinoma associated with dermatomyositis.
Dysphagia is the commonest presenting symptom of oesophageal carcinoma but is also a prominent feature of dermatomyositis, particularly those cases incompletely responding to treatment with corticosteroids or immunosuppressive drugs (de Merieux et al. 1983 ). In these cases it is due to involvement of the cricopharyngeus and other skeletal muscles of the pharynx and upper oesophagus and also to structural and functional abnormalities of the distal oesophagus (de Merieux et al. 1983 ). Clearly these causes of dysphagia must be differentiated from neoplastic involvement.
Dermatomyositis commonly has a subacute onset and is progressive over months to years (Callen et al. 1980 ). The rapid onset and evolution of the disease in this patient is relatively unusual and, despite his response to corticosteroid therapy, permanent impairment of muscle power subsequently ensued. Although some authors have suggested that patients with dermatomyositis and malignancy are less responsive to corticosteroids, many patients have been found to benefit from the initial administration of high doses of prednisolone, a significant improvement persisting after the dose is gradually reduced (Talbott 1977) , as in this patient.
Pulmonary infection might have been responsible for the elevated IgA and IgG levels detected, although polyclonal hypergammaglobulinaemia is common in patients with dermatomyositis and rheumatoid factor and antinuclear antibodies occur in 20% of cases (Fye & Talal 1980 Motorcycle accidents remain a common cause of morbidity and mortality amongst men. However, it is rare in the UK for victims of motorcycle accidents to remain undiscovered for several days during the summer months. We report the anaesthetic and surgical management of a patient who lay undiscovered in a cornfield for several days following a motorcycle accident. 
Case report
A 40-year-old man, in previously good health, was found lying in a cornfield with his motorcycle on top of his right leg. He had last been seen 6 days previously when he left homne for a party. The temperature on the night he was last seen fell to 9.3'C but during the following 5 nights did not fall below 13.0°C (range 13-14.7°C) with mean temperatures for the 24-hour periods in the range 18-19.7°C. Total rainfall during the period was 6.5 mm and mean wind speed 3.3-9.6 knots. On admission to Addenbrooke's Hospital at 18.20 hours he was disorientated in time and place, sunburnt and with marked beard growth. His right leg had impending gangrene where his motorcycle had been lying, and this area was noted to be covered in maggots. There was also a large pressure area overlying his right greater tuberosity. He appeared dehydrated with a pulse rate of 100/min and blood pressure of 110/70 mmHg. His temperature was 38.2°C. plasma sodium was 154 mmol/l and urea 33.4 mmol/l, confirming severe dehydration. It was decided to rehydrate him gradually and see whether any improvement of his leg occurred. Reassessment the following day showed no improvement in his leg, which was not infected. Since surgery was not considered urgent, rehydration was continued over the next two days. Although he had primarily lost water in excess of sodium he was still considered to be sodium-depleted and sodium-containing fluids were administered (Figure 1 ). His clinical state and the need for surgery were assessed every 12 hours, 9 10 11 12 and 60 hours after admission a right, below-knee amputation was performed. His general condition had by then markedly improved, and electrolyte levels were approaching normal. There was continued gradual improvement, although he remained confused for a considerable time following surgery. He was discharged on the 45th day after admission with no permanent neurological sequelae, coping well with his prosthesis, and has since gone back to work.
Discussion
Hypernatraemic dehydration from this cause is rare in adults. It is more commonly seen in small children with diahorrea who are unable to ask for or obtain oral fluids. Our patient was prevented from obtaining help, presumably because he initially suffered a minor head injury and then was trapped in a semiconscious state under his motorcycle. His survival for this period of time was due to the warm weather; had his accident occurred in the winter months he would surely have died from hypothermia. Initial resuscitation of patients with this condition should be directed to the correction of hypovolaemia with a solution such as plasma protein fraction, and to the correction of any metabolic acidosis present (Haddow & Cohen 1974) . The lessons learned from the management of children indicate that following this initial period, rehydration should occur gradually with the use of at least 0.45% saline solutions. It is important to avoid the use of plain dextrose solu- tions; their use can cause disequilibrium between intracellular/extracellular sodium and water concentrations, which in children has caused fits and permanent neurological damage (Morris-Jones et al. 1967 ). The timing of operation requires cooperation between surgeons and anaesthetists; in this case the major risk of delaying the operation to improve his general medical state was infection of the gangrenous leg. He was formally reassessed twice a day by the medical team; had his temperature increased or other signs of infection been noted, then (or in between) his operation would have been brought forward.
